Context: States face increasing Medicaid expenditures largely as a result of growing dual-eligible populations. In this article we examine self-reported community-based Medicaid participation among Medicare recipients 65 and older in California and Texas, with a particular focus on the older Mexican-origin population. Methods: We use six waves of the Hispanic Established Populations for the Epidemiologic Study of the Elderly (H-EPESE) covering the period from 1993-94 to 2010-11. Findings: The data reveal relatively high Medicaid participation rates by older individuals of Mexican origin, but significant differences between the two states. At baseline, 30% of older Mexican-origin Medicare beneficiaries in California reported receiving Medicaid compared to 41% of Texans. Conclusions: Despite California's more liberal eligibility criteria, community-dwelling Texans were more likely than Californians to report coverage at some point during the 17-year follow-up. Our data, as well as administrative data, reveal that California classifies nearly all of its communitydwelling Medicaid recipients as "full duals," meaning that they receive full benefits, whereas Texas is more likely to classify similarly poor and disabled individuals as "partial duals," meaning that they receive less coverage, thereby lowering overall program expenditures. Cost containment strategies that restrict access may be especially consequential for vulnerable Hispanic populations.
group includes the most vulnerable children and adults and consists disproportionately of minorities (Rudowitz, Garfiel, and Hinton 2019) . Yet, despite the clear benefits Medicaid provides to low-income Americans, significant resistance to the expansion of Medicaid persists due to the program's joint federal/state funding formula and high cost to states (Jarlenski et al. 2017; Smith and Moore 2015) . Although the federal government covers half or more of all states' Medicaid expenditures, the aging of the population and the growing number of disabled individuals means that the fiscal burden for states is growing (Thomas and Applebaum 2015) . Given finite revenues, all states are faced with the necessity of controlling the spiraling cost of the program. Each does so on the basis of its unique welfare policy and political culture.
Each state establishes its own eligibility standards, determines the type, amount, duration, and scope of services, sets the rate of payment, and administers its own program within broad federal guidelines (Reaves and Musumeci 2015) . This flexibility allows states to limit or at least slow the growth of Medicare expenditures, including limiting physician and hospital reimbursement rates and restricting program eligibility (Eldridge 2007) . The latter ranges from altering eligibility criteria to limiting the extent of coverage.
In this article we compare the program eligibility requirements of California and Texas, two states with large Hispanic populations, focusing particularly on their classification of dual-eligible Medicare and Medicaid recipients as either "full duals" or "partial duals," distinctions that have important implications for overall state expenditures. In 2018, California had the largest population of elderly people of any state in the nation at 5.7 million (US Census Bureau 2018). Texas had the fourth largest aged population, with 3.6 million residents 65 and older (US Census Bureau 2018). Nearly 10.3% of elderly California residents reported incomes below 100% of the poverty level in 2018 (Cubanski et al. 2018) . Approximately 1.2 million, or roughly 22% of seniors in California rely on Medicaid (known as Medi-Cal) (DHCS 2018; US Census Bureau 2018) . In Texas, 12.3% of the elderly had incomes below the federal poverty level in 2017 and 10.4% (373,274) were covered by Medicaid (Center for Public Policy Priorities 2017; US Census Bureau 2018).
A Growing Burden
Given the fact that a large fraction of older individuals, and especially minority group members, have little or no retirement savings, growth in the number of individuals who will require publicly-funded institutionalization or extensive in-home care will only increase (Wiener, Lepore, and Jones 2018) . In both California and Texas, Hispanics make up more than a third of the full-time private-sector workforce and are less likely than other groups to have access to an employment-based retirement plan (Pew Charitable Trust 2016) .
In 2017, states spent on average nearly 16% of their total revenues on Medicaid (MACPAC 2018) . Future growth in the program will require various cost-containment initiatives. As necessary as these may be, they could significantly limit eligibility or coverage levels and seriously affect the welfare of the most vulnerable elders. Our objective in what follows is to assess the relative importance of state health care and other support policies, in addition to specific population characteristics, in determining Medicaid participation among elderly recipients, applying a particular focus on those of Mexican origin given their serious economic vulnerability as well as their elevated rates of chronic health conditions compared to other racial/ethnic groups (Garcia et al. 2018; OMH 2018) . Comparing two states with similar demographics, but very different political cultures and Medicaid policies provides the opportunity to begin to understand how state policies affect Medicaid eligibility among dual eligibles and thereby directly impact state expenditures. As we will show, state differences in the classification of dual-eligible Medicaid recipients as either full or partialdual eligible have important implications for the extent of coverage individuals receive, as well as for total state Medicaid expenditures. Although differences in state policies have important implications for all low-income elders, we pay particular attention to the Hispanic and Mexican-origin population of each state.
Routes to Medicaid Coverage
Let us begin by outlining the different paths to Medicaid among Medicare recipients, and the different coverage levels involved. Individuals can qualify for Medicaid in one of four ways: (1) through automatic qualification, in most states based on the receipt of Supplemental Security Income (SSI); (2) through state-mandated Medicare Savings Programs (MSP) for dual-eligible beneficiaries; (3) through an optional state program for aged and disabled individuals; a classification that provides partial coverage to individuals who exceed the SSI limit but whose income is below poverty; and (4) through a medically needy program, in which states have the option to extend Medicaid eligibility to individuals with high medical expenses but Angel, Angel, incomes that exceed the maximum eligibility level for Medicaid (Watts, Cornachione, and Musumeci 2016) . The mix of these routes can have important implications for state Medicaid expenditures as we explain below (MedPAC 2015) .
Both California and Texas automatically classify SSI participants as full duals (Rupp and Riley 2016) . In 2018 the SSI federal benefit rate was $750 per month for an individual and $1,125 for a couple, which is approximately 75% of the federal poverty level (FPL) (SSA 2018) . California also provides SSI recipients with a federally administered optional State Supplementary Payment (SSP), which provides up to an additional $160.72 per month for most recipients (SSA 2018 (Reaves and Musumeci 2015) .
For SLMB and QI participants, states have the option of applying standards that are higher than the federal minimum requirements. While California takes advantage of this option, Texas does not (Watts, Cornachione, and Musumeci 2016) . In California, duals who exceed SSI eligibility but who have incomes lower than 120% of the FPL qualify for the SLMB Plus program, which entitles them to full Medicaid benefits (CMS 2018) .
Texas categorizes a much higher proportion of its dual eligible population as partial than does California (43% vs. 3%, respectively). The 3% of partial duals in California who are ineligible for full benefits consist mainly of participants in the Qualifying Individual (QI) program and those who have incomes that are between 120% to 135% of the FPL, or more than allowed (Georgia Burke, pers. comm., July 18 2018). In California, nearly all dual eligibles are classified as fully dual eligible. This difference in the classification of the dual-eligible population has important implications for state Medicaid expenditures (MedPAC 2015) . Because Medicaid does not pay for institutional care for partial duals, a higher proportion of partials reduces the burden on Medicaid.
The third route to Medicaid eligibility (SSI) is a state option to cover seniors and people with disabilities with incomes between 75% and 100% of the FPL. This state option is a critical component of the health care safety net. In addition to lower incomes and fewer assets, in order to qualify, individuals must be unable to work as a result of old age or serious disability (CMS n.d.-a). Specifically, states cover those who are ineligible for SSI but whose income and resources exceed SSI eligibility requirements ($981 per month for an individual) (Watts, Cornachione, and Musumeci 2016) . California sets its income eligibility level at 100% of the FPL, the federal maximum for this pathway, but in effect disregards income up to a higher level that varies each year of the FPL. Because the federal government only provides coverage of up to 75%, the state pays the remaining 25%. Texas does not supplement the federal amount and offers coverage only to seniors with incomes below 74% of the FPL (Watts, Cornachione, and Musumeci 2016) .
The fourth route relates to the difference between traditional "categorically needy" groups which include children, pregnant women, parents, seniors, and people with disabilities and "medically needy" groups. The medically needy option is a way for states to expand Medicaid eligibility, Angel, Angel, but it remains limited to specified groups based on need. States cannot use the medically needy option to expand coverage to adults who do not fit into one of the traditional categories, regardless of how poor they are or the extent of their medical needs. In Texas the medically needy program does not extend to seniors (Texas Health and Human Services Commission 2017) . California, on the other hand, covers medically needy income beneficiaries who are below 50% FPL, which was $490 per month in 2015 (Watts, Cornachione, and Musumeci 2016) .
In all states, Medicaid participants must be citizens or qualified noncitizens (CMS n.d.-c). Immigrants who are "qualified non-citizens" are generally eligible for coverage if they meet their state's income and residency rules. In order to receive Medicaid coverage, many qualified noncitizens (such as many legal permanent residents or green card holders) must go through a five-year waiting period after receiving "qualified" immigration status before they can apply for Medicaid (CMS n.d.-b) . In Texas, with few exceptions, lawful permanent residents are denied access to Medicaid coverage if they arrived after 1996, when welfare reform was introduced (Texas Health and Human Services Commission 2017). Texas is among the three US states with the most lawful permanent residents (Rytina 2013) . California has the largest number of lawful permanent residents in the nation (Lee and Baker 2017) . These individuals can participate in Medi-Cal if they are lawful permanent residents (green card holders), have resided in the United States for five or more years, and meet all other eligibility requirements (DHCS 2015) . Under current Medi-Cal policy, eligible Medicare green card holders get full benefits for medical office visits, hospitalizations, and prescription medicines as well as mental health and substance abuse services and medical tests (DHCS 2018) . Both California and Texas consider the income of family sponsors when determining eligibility for late-life immigrants who lack sufficient resources to pay for medical care (Dunkelberg 2016) .
Generosity and the State Budget
Although they are similar in terms of their large Hispanic populations, California and Texas differ significantly in state budget policies related to Medicaid and other safety net programs. California expanded Medicaid to low-income childless adults as part of the Affordable Care Act (ACA) while Texas did not. While Texas has a constitutional limit to the amount the state can devote to social welfare programs, California does not (Golberstein, Gonzales, and Sommers 2015) . In California, income eligibility criteria for elderly Medi-Cal recipients have not changed in the past 25 years. Texas, by contrast, became more restrictive in terms of eligibility requirements after welfare reform in 1996.
As described earlier, California provides most elderly Medi-Cal beneficiaries with extensive health care services, consisting of health and longterm care services and supports (DHCS 2018) . In Texas, full benefits for low-income dual-eligible beneficiaries are limited due to a smaller percentage of Medicare recipients who qualify for full Medicaid coverage. The state also offers fewer optional state benefits to adults 65 and older than does California (Texas Health and Human Services Commission 2017; Watts, Cornachione, and Musumeci 2016) .
Researchers have identified sources of state differences in the "generosity" of their Medicaid programs, a label that refers a state's previous year's level of Medicaid expenditures, eligibility (i.e., covered poverty level, expanding categorical access), and breadth of coverage (e.g., package of benefits, enrollment waitlists). These three dimensions of generosityfinancial, access, and coverage-may partly explain differences between California and Texas Medicaid programs (Grogan and Park 2018) . Leung (2016) found that the federal medical assistance percentage (FMAP)-the formula-based federal matching rate for states' Medicaid costs-is highly correlated with states' Medicaid expenditure per enrollee, a key indicator of Medicaid generosity. Buchanan and colleagues examined Medicaid spending in 47 states from 1977 to 1987 and found that states with high per capita incomes spent more on Medicaid than states with lower incomes. Economic factors were more significant than political factors (Buchanan, Cappelleri, and Ohsfeldt 1991) . California's expansion of Medicaid is reflected in its higher Medicaid generosity index compared to Texas which did not expand its program (Jacobs and Callaghan 2013) . Even though Texas has one of the highest percentages of uninsured Americans, the state opposes adopting plans to move toward Medicaid expansion (Deam 2017) .
Although all states continue to face similar fiscal challenges in funding their Medicaid programs, as we will demonstrate California and Texas have different options in controlling those costs. With this in mind, we turn next to examine the impact of state Medicaid policies on enrollment patterns among the dual-eligible Mexican-origin population in California and Texas.
Data and Methods
The Hispanic Established Populations for the Epidemiologic Study of the Elderly (Hispanic EPESE or H-EPESE) is a prospective cohort householdbased sample that at baseline was representative of Mexican Americans Angel, Angel, and Cantu -California and Texas Dual Eligibles 891 aged 65 and older living in the southwestern states of Arizona, California, Colorado, New Mexico, and Texas (Markides et al. 1997 ). The baseline sample of 3,050 was interviewed between September 1993 and June 1994. A supplemental sample of 902 individuals aged 75 and older was added in 2004-05 to compensate for attrition of the original sample through death. We limit our sample to individuals from Texas (W1-1,932, W7-1,239) and California (W1-828, W7-629), resulting in an analytical sample of 2,760 respondents for whom we have 9,243 observations over 6 waves (data from the third wave is not available due to missing information on Medicaid coverage). In Texas, 70% of the sample reported some Medicaid use over this period, as did 64% in California.
In order to compare our sample to national data, we use the Current Population Survey (CPS) at baseline and the final follow-up (US Census Bureau n.d.). Interviews were conducted in person and via proxy (typically the respondent's primary caregiver). Deaths reported in the H-EPESE were verified through comparisons to the National Death Index's NDI Plus searches, a database that ascertains whether individuals have died and provides information on death dates and causes of death (Patel et al. 2004 ). These death records are available through December 31, 2015. Appendix A provides information on missing data, that is, lost to follow-up across waves. Sample attrition is less than 10% from baseline to wave 6 and 30% at wave 7. The larger percentage of missing data at wave 7 is a result of elderly respondents who did not name a primary caregiver to provide information on Medicaid.
Measures
Medicaid. The dependent variable in our analysis is self-reported Medicaid coverage. Medicaid coverage is self-reported at waves W1, W2, W4, W5, W6, and W7. Demographics. Demographic characteristics include the age of respondent at baseline (in years), sex (female = 1; male = 0), and life course stage at migration. We compare migrants to US respondents and differentiate migrants by life course stage migrations, early childhood (before age 20), midlife (between ages 20 and 50), and late-life (after age 50) with US born as the reference category. Finances. Household income is divided into four categories: low income (0-$4,999), middle income ($5,000-$9,999); upper middle ($10,000-$14,999); and high income ($15,000 or over) as the reference category. We also descriptively examine recipients of Supplemental Security Income at wave 1.
Health and Function. Cognitive functioning is measured using a minimental state examination (MMSE) score, which ranges from 0-30. The MMSE score is dichotomized so that a score of less than 18 is indicative of probable serious cognitive impairment. Disability is measured using survey questions that assess ability to perform basic activities of daily living (ADL) and more complex instrumental activities of daily living (IADL) (Spector and Fleishman 1998) . ADL disability indicates that a respondent reported needing help with walking across a room, feeding her or himself, bathing, dressing, grooming, getting out of bed, or toileting. Instrumental activities of daily living (IADL) is defined as being unable to carry out 10 activities without help: using a telephone, driving and traveling alone, going shopping, preparing meals, performing light housework, managing prescribed medicine, handling money, doing heavy housework, walking up a flight of stairs, or walking half a mile. General health is measured via a self-report of overall health by which we compare those who report fair/poor health to those with excellent/good health. Additionally, we control for chronic conditions based on the respondent's report of prior professional diagnoses of cancer, diabetes, heart attack, high blood pressure, or stroke.
In the analysis that follows, we begin by comparing the estimates of Medicaid coverage in Texas and California based on the baseline H-EPESE with those from the CPS. We then pool multiple waves of the H-EPESE (1993-94; 1995-96; 1998 -2000 2004-05; 2007-08; 2010-11) to examine similarities and differences in Medicaid coverage over the study period by state with controls for health and financial factors. Additionally, due to large differences in the immigrant composition of each state, we model an interaction of state and immigration status to determine whether there is a statistically significant difference in nativity and the age at arrival of the immigrant population.
Results Table 1 presents a comparison of Medicaid coverage in Texas and California in the Hispanic EPESE in 1993-94 and 2010-11 compared to the CPS for the same years. To make estimates comparable, we limit the CPS to the Mexican-origin population 65 and over in 1993-94 and those 85 and over in 2010-11. The percentage of each sample that reported receiving Medicaid assistance for each state is consistently higher in the H-EPESE Angel, Angel, than in the CPS. The baseline California estimates are close (29% H-EPESE vs. 27% CPS) but the 2010-11 estimates are further apart. At baseline, Texas has a higher rate in the H-EPESE than in the CPS (40% vs. 35%). Similarly, the H-EPESE estimates of coverage for the very old population in 2010-11 are much higher than from the CPS, 68% versus 28% in Texas and 57% versus 33% in California.
There are several possible reasons for this discrepancy. First, the H-EPESE has a larger fraction of older Hispanics with very low incomes than the CPS. A second explanation for these differences is the small sample size of Mexican-origin population 85 and over in the CPS in 2010-11. Third, since both samples include only community dwelling duals, differences in the probability of institutionalization, which is higher in California than Texas because that state classifies a higher proportion as full duals than Texas (KFF 2013), could result in very different community samples. In 2014, California had a higher nursing home occupancy rate for adults 65 and older than Texas (85.9% vs. 71.2%) (CMS n.d.-d). Regardless, these estimates from the H-EPESE show that Medicaid is an important source of medical insurance for Mexican-origin elderly persons in both states. Table 2 examines differences in demographic, health, and financial characteristics of the Medicaid population in California and Texas at baseline. As table 2 shows the proportion of individuals at baseline who ever report being on Medicaid over the entire study period (70% vs. 64%). The Texas sample is younger, less likely to be female and more likely to be US born. Similarly, the Texas Medicaid population is healthier than the California Medicaid population. The Texas Medicaid population has significantly less cognitive impairment (10% vs. 14%), less IADL disability (60% vs. 76%), fewer heart attacks (8% vs. 15%), and less high blood pressure (44% vs. 55%). The Texas population does not significantly differ from California on other health characteristics. On the other hand, the Texas Medicaid population appears to be more at risk than the California Medicaid population in terms of income. Texans are significantly more likely to be in the lowest income brackets (less than $5,000 and $5,000-$14,999) and are more likely to be eligible for Medicaid through SSI (60% in Texas vs. 51% in California). Taken together, the larger Source: H-EPESE Wave 1; ***p < 0.01, **p < 0.05, *p < 0.10. 1 SSI information only available for Wave 1 sample.
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Medicaid population in Texas compared to California appears to be the result of fewer financial resources among elders in that state rather than more serious health problems. Table 3 presents two logistic regressions to determine sources of vulnerability associated with Medicaid coverage. The model estimates how socioeconomic and health correlates are related to self-reports of Medicaid in the pooled sample. Even after controlling for demographics, health, and income, respondents in Texas were 1.25 times more likely to report Medicaid coverage than respondents in California were (model 1). The results from model 1 are predictable. Older individuals and women were more likely than younger individuals and men to report Medicaid coverage.
Medicaid coverage. Individuals with poor health had a greater likelihood than those in better health of reporting coverage, and those with lower household incomes were more likely to report coverage. However, what is surprising is that net of other demographic, health, and financial correlates, mid-and late-life immigrants were significantly more likely to report Medicaid coverage than early-life migrants and US-born respondents. To further examine this finding, we included a state-by-migration interaction in model 2. Figure 1 illustrates the results from model 2. There is little difference between Texas and California in Medicaid coverage for US-born respondents and early-life migrants. The statistically significant differences are due to higher rates of Medicaid coverage among mid-and late-life immigrants. Table 4 stratifies the pooled sample by state to compare the correlates of Medicaid coverage for each state. Table 4 shows that sex (female) and immigration (mid-and late-life) are statistically significant in Texas but not in California. Health, as measured by cognitive impairment, ADL disability, IADL disability, and diabetes, is statistically significant in Texas but not in California, while self-rated health is significant in California but not in Texas. Income appears to have disparate effects on coverage in Texas versus California. Being a respondent in the $10,000-$14,999 income bracket reduces the probability of Medicaid coverage in Texas but not in California. This finding suggests that higher income respondents receive more Medicaid assistance in California than in Texas. Table 5 compares Medicaid spending for both states. Since its inception in 1965, Medicaid spending has universally increased largely as the result of government mandates to expand the program to children, pregnant women, and low-income elderly persons (CMS n.d.-e) . The data mirror these trends. In California, total Medicaid spending (state and federal Figure 1 Predicted probability of Medicaid enrollment by age at migration Source: H-EPESE Waves 1-7; *p £ 0.05, **p £ 0.01, ***p £ 0.001. ($5,982) per enrollee is far lower than in California ($6,156). We should also note that average annual Medicaid spending per dual enrollee was lower in Texas with the state spending $12,862 versus $16,053 in California.
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Discussion
Our results illustrate the importance of Medicaid for the elderly Mexicanorigin populations of both California and Texas. Without Medicaid many older Hispanics, as well as many older non-Hispanics, would not get the medical care they need. Yet our analysis clearly shows that while these two states are roughly similar in terms of the vulnerability of their elderly Hispanic populations, they differ significantly in their implementation of Medicaid policies. These differences have important implications for the 900 Journal of Health Politics, Policy and Law nature and extent of health coverage for dual eligibles. The important difference that our (and previous) research has documented is that those receiving Medicaid in California are very likely to be classified as full duals, making them eligible for the full range of Medicaid services, including institutional care, whereas low-income and disabled Texans are more likely to be classified as partial duals, meaning that they receive basic assistance with Medicare premiums, deductibles, and coinsurance, but not the full range of possible services.
This difference in classification has important implications for state comparisons of community long-term care support. Our analysis does not include individuals in nursing homes, largely because there are too few in the H-EPESE or other data sets. Given California's policy of granting full dual status to Medicaid recipients, the community samples in California and Texas are probably quite different. In Texas, individuals who might be institutionalized as full duals if they lived in California remain in the community as partial duals. This fact reflects a basic political and social reality and not just a methodological problem, yet it probably means that our Texas community sample of long-term care users is proportionately larger than our California community-based sample.
Given the latitude that states have in the administration of their Medicaid programs, differences in eligibility criteria and range of coverage are inevitable and can have important implications for coverage levels among different groups. The rapid aging of the populations of all states, in conjunction with the joint federal/state funding formula for Medicaid, means that Medicaid consumes an ever-growing segment of state budgets. Even as some states remain more generous in their programs than others, all will be forced to address the relentless increase in program costs. Although federal law sets income and assets requirements, and states have the options to exceed these limits, all will be forced to address the relentless increase in program costs. Texas is an example of a state that employs its freedom to classify duals in such a way as to control costs. California, on the other hand, has so far been much more inclusive, extending eligibility to elderly individuals with incomes even above 100% of the FPL. The political differences between the two states were dramatically illustrated by a recent proposal in the California legislature to raise the income eligibility level to 138% for the Medi-Cal Aged and Disabled program (A&D program) (Fletcher 2018) . Advocates argue that this will create parity between senior and disabled Medi-Cal beneficiaries and other adult Medi-Cal beneficiaries (Georgia Burke pers. comm., July 18 2018).
Partially as a cost-containment measure, both California and Texas are moving away from fee-for-service long-term care toward managed care models (Angel 2016) . This shift has been far more pronounced in Texas than in California, although even California is experimenting with Medicaid managed care models for dual eligibles. One example is California's Coordinated Care Initiative (CCI), which integrates health care and other services, including in-home supportive services (IHSS). This demonstration program contracts with privately managed long-term care organizations that provide services and supports to coordinate care for dual-eligible beneficiaries in an effort to provide less expensive but better care (CMS 2015) . As of yet, the automatic enrollment of dual eligibles has not produced clear benefits, either in terms of program participation or retention, largely the result of administrative barriers (Grabowski et al. 2017) .
As our data show, the reliance by older Hispanics on Medicaid reflects their low incomes and limited assets. Although Mexican-origin individuals enjoy long lives, the reality is that many suffer protracted periods of poor health and functional incapacity, making Medicaid a vital source of support in their later years (Angel, Angel, and Hill 2015) . According to the Institute of Medicine (IOM), Medicaid is the single most effective way of reducing racial and ethnic disparities in access to health care. The program is clearly essential for addressing health disparities and disadvantages among the Mexican-origin population across the life course (IOM 2001) .
We return to the observation that Texas and California are very different politically. Texas is conservative with a limited health care safety net that incorporates little more than what is required by the federal government (Deam 2017) . Texas has no state income tax and has historically focused more on limitations to social welfare expenditures than California. The Texas Constitution places limits on expenditures for publicly-funded support programs (Texas House of Representatives 2013). The Texas Legislature has aggressively pursued Medicaid cost containment over the last twenty years. The legislative budget strategy of controlling costs means a reduction in access for some individuals. Necessary caps or even reductions in funding inevitably have their most serious impact on the most vulnerable citizens (Angel and Berlinger 2018) . In the future, costs will continue to shift from the state to the county. Texas counties may play an increasingly larger role in filling some of the gaps that are created by low Medicaid eligibility. Compared to California, Texas has a low tax burden, measured by the portion of the total percentage of personal income that residents pay toward state and local taxes (property taxes, individual income taxes, and sales and excise taxes). California has an overall tax burden of 7.1% versus Texas' 4.5%, giving the state the 6th lowest tax burden nationally (California Legislative Analyst's Office 2012; Texas Comptroller's Office of Public Accounts n.d.). As a result, municipal governments increase taxes to cover health care costs that the state does not pay for. Both Texas and California hospital districts have taxing authority (through the property tax) and administer public hospitals to cover the uninsured and Medicaid beneficiaries (Wiener et al. 1997) .
Additionally, interest group politics may continue to drive Medicaid policy, as demonstrated by effective advocacy by the California Elder Justice Coalition, which was created in 2008 to address systemic barriers to services and resources (www.elderjusticecal.org/). The Scan Foundation in California provides informed and unbiased recommendations for policymakers and health plans to consider in improving integrated systems of care for duals (www.thescanfoundation.org/about). Texas, on the other hand, does not have state-wide nongovernmental actors to advocate on behalf of older adults. In Texas, the nursing home lobby (Texas Health Care Association) dominates the bicameral legislative session, but often with little success (Payne 2017) .
In closing, we reiterate our primary finding that Texas Hispanic Medicare recipients are more likely to receive Medicaid than Medicare enrollees in California. That finding was unexpected since we expected that California would cover a larger fraction of the Medicaid-eligible population. The most probable explanation is that California institutionalizes a larger fraction of dual eligibles as full duals than Texas. These individuals are not counted in our community-based sample.
Other factors likely play a role. State variation in the number of Medicare beneficiaries living in poverty depends on each state's financial eligibility criteria for Medicaid. States with the highest percentages of dual eligibles relative to their total Medicare population have high rates of poverty and/or their Medicaid programs cover individuals with higher incomes (The Scan Foundation 2011). Our data indicate that the low-income population in Texas is more likely to be in extreme poverty than in California. A higher fraction of our California sample than our Texas sample had household incomes above $15,000 (DeVore 2017). Compared to California a larger fraction of Hispanic (Mexican-origin) elders in Texas reported receiving SSI. Accordingly, Texas had more eligible Medicaid recipients despite employing an extremely low FPL threshold to determine Medicaid "dual" eligibility.
Our study has produced useful insights into state differences in policy related to dual eligibles. As we noted, self-reported Medicaid participation data are vulnerable to various biases. We mentioned that 7% of our original sample reported receiving Medicaid but did not mention Medicare. We suspect that these individuals are confusing the two programs. Nonetheless, self-reported data of this sort form the basis of much social scientific and policy research. The general patterns we find are unlikely to be artifacts, and we do not over interpret small differences. To address the problems with self-reports one might attempt to employ administrative data on Medicaid enrollment (Virnig and Parsons 2016) . Future research could examine the possibility of using administrative data to corroborate self-reports, and to obtain more information on amounts spent per enrollee. Confidentiality problems and state policies concerning the release of such information, though, pose significant logistical problems. Without a very high match rate such a massive effort might produce little useful information.
In conclusion, states clearly cannot provide all of the benefits and services that all segments of their populations might need or desire. Even the generous welfare states of Europe are finding that they must restrict certain services in order to confront fiscal reality. While a universal and comprehensive welfare state may not be possible or even compatible with our nation's basic values, assuring equity and access to the basics of a dignified life clearly are. The aging of the nation's population will present all states with new and difficult challenges related to their Medicaid-dependent older populations. Each state will face a unique set of challenges that arise from the unique composition and needs of its population. California and Texas provide two timely and relevant examples of different ways that states with similar Hispanic populations are dealing with the needs of a growing Medicaid population with disabilities. It will be interesting to observe the extent to which federal policies and economic realities lead the two states to similar solutions, and the extent to which they retain their unique approaches. 
